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What’s the Issue? 
 
Significant health disparity exists among the low resource citizens of the District of Columbia.  The 
prevalence of obesity and chronic disease is disproportionately high in these communities and continues 
to rise causing both a health and financial burden on the citizens as well as the District.  Prevention 
strategies are necessary to reduce health disparities and increase positive health outcomes among low 
resource citizens.  An effective way to reach low resources citizens is through faith based organizations 
which serve as the heart of their community.  Given the numerous opportunities that the District of 
Columbia has in place regarding health and wellness, it is essential to leverage the key provisions that 
currently exist and bridge the knowledge gap so that available resources may reach communities in 
need.   It is recommended to amend the HHS Partnership Center regulation in an effort to enforce the 
goals of the HHS Partnership Center to coordinate and strengthen outreach efforts to faith based 
organizations and support effective, sustainable health promotion programs among faith based 
organizations.  This initiative will be implemented in the District of Columbia as a pilot test with the 
potential to be adapted and implemented in other states.  In light of the serious health consequences 
and increasing health care costs associated with obesity and related chronic disease, engaging the faith 
based community in promotion of better weight management through healthier diets and increased 








Over 50% of the population in DC is overweight or obese and five of the top ten causes of death 




The United States is in the midst of an obesity epidemic, from which the nation’s capital is certainly not 
immune.  The high prevalence of overweight and obesity in the District of Columbia (DC) raises major 
concerns about the health and well-being for its citizens and their future.  Data from the Behavioral Risk 
Factor Surveillance System 2010 Annual Report (BRFSS) suggests that over half of the adults in the 
District of Columbia (56%) are overweight or obese (8).  There are strong associations between excess 
weight and a number of chronic diseases including type 2 diabetes, cardiovascular disease, and some 
cancers (26).  In DC, five of the top ten causes of death are directly related to weight status, including 
heart disease, cancer, hypertension, diabetes, and cerebrovascular disease (13). In DC as well as nation-
wide, heart disease is the leading cause of death with cancer second (12, 15).  In DC, the death rate from 














Figure 1. Leading Causes of Mortality in DC, 2010 
 
 
Source: Davies-Cole John. District of Columbia Department of Health Center for Policy, Planning and Evaluation. District of 
Columbia Health Profile.  PowerPoint. July 2012. 
 
 
The cause of excess weight and associated chronic disease risk is complex and multi-factorial.  The 
physical and social environments where individuals live greatly impacts eating behavior and physical 
activity levels, which significantly affects health outcomes (18, 21, 23).  Furthermore, determinants such 
as income, education level and stress as well as access to quality healthcare, healthy food and 
transportation significantly impact health outcomes.  The communities with higher income and access to 
resources have better health outcomes than communities with lower income and access to resources 
(14).  For example, in DC’s Ward 3, the mean income is $71,875, the population is 85% Caucasian and 
the obesity rate is 7.5%; compared to Ward 8, where the mean income is $25,017, the population is 97% 
African American and the obesity rate is 44.4% (8,14).   
 
Chronic diseases affect some individuals more than others at a disproportionate rate, which is referred 
to as health disparities.  Health disparities, as described in the DC State Health Plan, “refer to inequality 
in available opportunities to access high quality and affordable health care by varying racial, ethnic and 
socioeconomic groups” (13).  Ethnic health disparities are evident in DC as African Americans were more 
likely than all other race/ethnic groups to be obese, to have heart disease, to have had a stroke and to 
have diabetes (8).  Lower income and less educated adults are more likely to be obese and have related 
chronic diseases. This is the case in DC’s wards 5, 7, and 8 (8).  Furthermore, the death rate from chronic 












Figure 2. Death Rate of Chronic Diseases by Ward in DC, 2010 






The Cost of Obesity and Chronic Diseases is High and Rising 
Obesity and associated chronic diseases are extremely prevalent and costly.  Obesity related chronic 
diseases such as heart disease, diabetes, cancer and stroke are responsible for nearly 75% of the 
nation’s health spending (31).  The direct medical cost of adult obesity and associated diseases in the 
United States ranges from $147 billion to $210 billion per year (6,17,34).  Obesity and associated chronic 
diseases are also responsible for indirect costs through decreased worker productivity and increased 
absenteeism in the amount of $4.3 billion annually (7,34 ). 
 
As rates of obesity and chronic diseases continue to rise, the health and financial burden on our country 
and its citizens continues to rise.  In the District of Columbia, it is predicted that if rates of obesity 
continue on the same upward trend, obesity rates will be 32.6% by 2030 (compared to 23.7% in 2011).  
On this track, obesity-related health care costs in DC are estimated to increase by 18.8% by 2030 (34).  
Figure 2a. Death Rate of Heart Disease is 
highest in Wards 5 & 7   
 
Figure 2b. Death Rate of Cancer is highest in 
Ward 5 
 
Figure 2c. Death Rate of Diabetes highest in 
Ward 5,7 and 8 
 
 
Source: Davies-Cole John. District of Columbia 
Department of Health Center for Policy, Planning and 
Evaluation. District of Columbia Health Profile.  
PowerPoint. July 2012. 
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However, reducing the average BMI in DC by 5% could lead to health care savings of more than $360 
million in 10 years and $1 billion in 20 years (figure 3) (34,35). 
   
 
Figure 3. Projections for Annual Obesity-Related Health Spending in District of Columbia, 2010-2030 
 
Source: Trust for America’s Health. Bending the Obesity Cost Curve in District of Columbia. Issue Brief September 2012.   
 
Prevention of chronic diseases through public health initiatives saves money, improves health and 
saves lives.  According to a 2011 Robert Wood Johnson Foundation report, “Preventing disease is the 
most cost-effective, common-sense way to improve health in the United States” (31).  Chronic disease 
prevention significantly reduces medical costs (31).  Moreover, public health prevention efforts provide 
a significant return on investment.  Analysis estimates that in DC an investment of $10 per person per 
year in proven community-based prevention programs would produce a total net savings of more than 
$57 million annually in 5 years.  That amounts to a return of nearly $10 (ROI 9.86) for every $1 spent 
(33).  Obesity and associated chronic diseases are strongly associated with poor diet and physical 
inactivity.  Poor diet and physical inactivity is the second leading cause of preventable death in DC 
(figure 4) (15).  Altering the physical and social environments where individuals live can effectively 
promote healthier diets and increased activity and improve health outcomes (23).  Therefore, we must 
take action to promote healthy eating and increased physical activity to prevent the rise of obesity and 
chronic diseases. 
 
Figure 4. Estimated preventable causes of death in the District of Columbia, 2007 
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Source: DC Department of Health, Center for Policy, Planning and Epidemiology, State Center for Health Statistics. 
Preventable Risk Factors Attributed to Preventable Causes of Death in the District of Columbia, 2007. February 2010
Benefits of Addressing Health Disparities through Faith Based Organizations
Community 
 
Faith based organizations provide a
subject to health disparities (1).  There is a high density
communities experiencing health disparities
reach with traditional community health based interventions (
   
Figure 5. Density of Faith Based Organizations in DC
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Faith based organizations are often the heart of these communities, serving as the spiritual, support and 
social nucleus.  Therefore, providing health and wellness interventions and policies through faith based 
organizations is the most effective way to reach this population and with health and wellness initiatives 
(5).   
 
Faith based organizations have an essential role in public health by bringing about change to reduce 
health disparities in vulnerable communities (5,13).  Faith based organizations are considered among 
the most trusted and credible environment in these communities (1,5,24).  Individuals in the faith 
community have much trust and respect for their faith leaders and look to them for guidance and 
support through life’s challenges (5,32).  Therefore, health guidance from faith leaders will have a more 
significant impact on individuals in these communities compared to individuals from outside the faith 
community. 
 
Faith based organizations serve as an environment of social support which is effective in bringing about 
behavior change regarding health and wellness (10).  The impact of the health messaging and 
interventions will be strengthened by the support and empowerment that community members share 
with each other. 
 
The research literature indicates that health and wellness initiatives at faith based organizations have 
been effective in creating positive health outcomes among participants (3, 11, 27, 28, 30).  These studies 
were conducted in faith communities with a large population of low income, overweight or obese 
African American adults.  The results from one study indicate that nearly half of the intervention 
participants reported increasing their fruit and vegetable intake while nearly one third increased their 
physical activity.  Furthermore, numerous faith communities enacted policy and environmental changes 
regarding healthy food and physical activity (3, 11, 27, 28, 30).  Another two studies were effective in 
improving health behaviors such as increased consumption of fruits and vegetables (3,27,28,30).  One of 
the previously mentioned interventions was expanded to a national scale as part of the National Cancer 
institute initiative to increase fruit and vegetable consumption (27, 30).  These studies have created a 
foundation for others to adopt evidence based strategies to reach other faith based organizations in 
pursuit health based outcomes.   
 
 
History and Evolution of the Relationship between Religion and Politics 
The relationship between faith and politics has a rich and controversial history.  After numerous 
debates, national and state agencies are now partnering with faith based organizations and leadership 
to carry out social services including health and wellness in the community.  Faith based organizations 
are now allowed to compete for government funding on an even playing field with other non-profit 
organizations (22,29).   
 
There has been a separation between church and state that only recently has been remedied.  
According to the Supreme Court, the Establishment Clause of the Bill of Rights created a “wall of 
separation” between church and state that implies “no tax in any amount, large or small, can be levied 
to support any religious activities or institutions” (29).  Numerous court cases have debated this issue.   
 
During his term, 1996-2000, President Bill Clinton’s administration signed the Charitable Choice laws 
which served to recognize that faith based organizations have a role to play in the provision of federally 
funded social services and cannot be excluded from the competition for Federal funds.  The laws do 
prohibit faith based organizations from using funds for the promotion of religious activities. 




In 2001, President George W. Bush expanded the Charitable Choice laws by leveling the playing field so 
that faith based and smaller groups would have an equal opportunity with secular and large groups to 
apply for Federal funding from any program (22,29).  The Bush administration initiated the White House 
Office of Faith Based Initiatives (OFBI) which forms partnerships between government and both secular 
and faith based non-profit organizations to better serve Americans in need.  The OFBI called for twelve 
federal agencies to have an office of faith based initiatives which would form partnerships between its 
agency and faith based and neighborhood organizations to accomplish the agency’s specific goals (42).   
 
In 2009, President Barack Obama altered the name and revised the goals for the now Office of Faith 
Based and Neighborhood Partnerships and maintained the twelve Federal Centers for Faith-Based and 
Community Initiatives.  President Obama created the President’s Advisory Council on Faith-Based and 
Neighborhood Partnerships which makes recommendations on how the Federal Government can more 





Numerous Opportunities to Leverage 
There are numerous opportunities on the national, district and community level that must be leveraged 
to efficiently implement this initiative.  Moreover, it is essential to bridge the knowledge gap to make 
communities in need aware of the opportunities in existence.  
 
Opportunities at the National Level 
Recent national initiatives have made efforts to build partnerships with between government agencies 
and faith based organizations to better serve those in need.  The Federal Centers for Faith Based and 
Neighborhood Partnerships including that of the Department of Health and Human Services (HHS 
Partnership Center) provide opportunities for the formation of new partnerships between government 
agencies and faith based organizations to more effectively provide social services to communities in 
need (36,42).  The HHS Partnership Center is committed to “Coordinating a comprehensive 
departmental effort to incorporate faith based and other community organizations in health programs 
and initiatives to the greatest extent possible” (39).  However, they have yet to implement programs to 
effectively carry out their goals.  It is necessary to design and implement mechanisms that will leverage 
HHS’s resources and commitment to engage faith based communities in health and wellness initiatives. 
 
Faith based organizations now have the opportunity to apply and compete on an even playing field for 
grant funding at the federal, state and local level.  This creates an opportunity for faith based 
organizations to have financial support while they continue to serve the most vulnerable communities.   
In an effort to address health behaviors and outcomes, funding from HHS will be especially beneficial 
(37).   
 
Furthermore, the HHS Partnership Center offers numerous resources for faith based organizations 
through its website and newsletters.  These resources include funding information, training 
opportunities, toolkits, and best practices (39).  Access to this information will promote sustainability of 
the program with minor technical support.  
 
The First Lady, Michelle Obama, has been encouraging the implementation of health and wellness 
initiatives among faith based organizations through her Obesity Prevention Program, Let’s Move!. 
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Encouraged by her initiative, faith based organizations all over the country including some in DC, have 
made positive health changes in their faith community regarding nutrition and physical activity (34,40).  
This initiative, championed by a national figurehead brings positive attention and support to the issue of 
obesity prevention nation-wide.  The Let’s Move! website provides comprehensive and practical 
guidance in the form of information, toolkits, and success stories to assist faith based organizations 
create and implement wellness initiatives in their community (40). 
 
Opportunities at the District Level 
The Department of Health (DOH) functions as the main public health organization in DC.  It serves as a 
foundation of knowledge regarding available health and wellness programs, partnerships and resources 
available to organizations and individuals.  The DOH can direct mini-grants toward non-governmental 
organizations for appropriate health and wellness initiatives (13). 
 
Faith based organizations have the opportunity to build their capacity to identify and compete for grant 
funding through technical assistance and funding alerts provided by the DC Mayor’s Office of 
Partnerships and Grant Services (16).  Additionally, the Foundation Center of DC hosts free grant writing 
classes and provides support for non-profit organizations (19). 
 
The DC Faith Based Wellness website clearinghouse contains a comprehensive, sustainable source of 
information regarding health and wellness programs and resources in the DC area, grant funding 
opportunities appropriate for faith communities, tools for grant writing, tools for building capacity, and 
evidence based strategies for health promotion in faith based organizations.  Providing information on 
existing health and wellness programs and resources in the DC area helps bridge the knowledge gap 
allowing faith based organizations to be aware of the numerous wellness programs that are available in 
their community, many of which are free of charge.  Furthermore, knowledge of available programs and 
resources will prevent duplication of efforts and allow sharing of resources, strategies and ideas. 
 
The University of District of Columbia (UDC) Cooperative Extension provides services and training to 
community organizations to contribute to their wellness initiatives.  Cooperative Extension staff and 
UDC students are available to provide nutrition classes and training to support the faith based wellness 
initiatives.  UDC Cooperative Extension is currently partnering with one church in Ward 8 to teach 
nutrition classes and provide gardening training as a health and wellness pilot program.  They are willing 
to expand their efforts to other faith based organizations in DC. 
 
Opportunities at the Community Level 
An essential asset in the DC faith community is the Leadership Council for Healthy Communities led by a 
well known and respected Reverend.  The Council consists of faith leaders in DC who are interested in 
health ministry.  Because of the importance of developing trust in the faith based community, it is 
essential to have a trusted leader such as Reverend as a champion the implementation of health 
ministries and wellness initiatives.  Furthermore, the connectivity of the greater faith community in DC, 
as evidenced by the numerous faith based leadership groups in existence is an asset to this initiative.   
 
Community level opportunities currently in place for health in wellness in the DC area include farmers 
markets (accepting SNAP benefits), hunger relief programs and free or low cost exercise programs.  
These programs are available in low-income neighborhoods and accessible to individuals with the 
greatest need.  Some faith communities in DC already have a health ministry and will benefit from 
expanding their ministry and programming.  Those faith based organizations that do not yet have a 
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Significant Barriers Must be Recognized and Overcome 
Working with faith based organizations raises some significant and complex challenges that must be 
addressed in order to effectively implement health and wellness programming in the faith community. 
 
Faith based organizations serve their community to the best of their ability but often lack sufficient 
funding to fully accomplish their goals.  Faith based organizations are now able to compete on a level 
playing field for grants to fund health and wellness initiatives. However, most faith based organizations 
are not aware of the grant opportunities that may be available for the projects they want to pursue.  
Furthermore, faith based organizations may not have the capacity to write grant proposals as they may 
lack time and/or trained personnel.  Therefore, it is necessary to make faith based organizations aware 
of funding opportunities available to them and provide technical assistance to faith based organizations 
to build their capacity to compete for grant funding.   
 
Faith communities may not be aware of the numerous opportunities available in the DC area 
encouraging healthy eating and physical activity especially for low resource individuals.  It is essential to 
bridge the knowledge gap regarding these opportunities to connect people in need to the programs and 
opportunities in existence.  
 
Faith based organizations are particularly busy serving as both the spiritual and support center of the 
community.  They have competing priorities which makes it difficult to engage in health initiatives (5).  
While faith leaders acknowledge that health is important, and are interested in tackling health related 
programming, they lack the time, resources, personnel and technical assistance necessary to fully 
implement effective health programming.  It is necessary to engage volunteers and lay leaders from the 
faith community to help implement the wellness programming so as to remove the sole responsibility 
from the faith leadership. 
 
 The faith community’s lack of trust in the public health and medical community many inhibit their 
willingness to participate in health and wellness programs (5,25).  Sources of mistrust, particularly from 
the African American community, stem from a history of medical research teams that tend to use the 
community to do their research and drop the community without leaving any resources behind (1,5).  
While health promotion interventions usually provide immediate benefits to the community, they very 
rarely provide long term, sustainable benefits that the community can use after the research or 
intervention team has left. Therefore it is essential to build trust with the faith community by 
maintaining continuous relationships and engaging trusted faith leadership to champion the initiative.  
Furthermore, it is critical to ensure program sustainability.  The faith community offers a wonderful 




To effectively reduce health disparities and increase positive health outcomes among low resource 
citizens of the District of Columbia the following initiative is proposed.  It is recommended to amend the 
HHS Partnership Center regulation in an effort to enforce their goals to coordinate and strengthen 
outreach efforts to faith based organizations and support effective, sustainable health promotion 
programs among faith based organizations.  This initiative will be implemented in the District of 
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Columbia as a pilot test with the potential to be adapted and implemented in other states.  The initiative 
will enforce and implement the following goals laid out by the HHS Partnership Center (36). 
 
• Facilitate coordination across existing structures to support successful, sustainable heath 
promotion programs and policies among faith based organizations 
• Coordinate a comprehensive effort to incorporate faith based and other community 
organizations in health programs and initiatives to the greatest extent possible 
• Develop and coordinate outreach efforts to disseminate health and funding information more 
effectively to faith based and other community organizations on initiatives and opportunities 
• Encourage and develop technical assistance so that faith based and community organizations 
can participate in health promotion and disease prevention activities.  
• Develop  programs to increase the participation of faith based and other community 
organizations in health promotion and service provision 
 
The following approach is recommended to effectively and efficiently implement this initiative. 
 
It is essential to bridge the gap between the resources available and the community in need.   The DC 
DOH will serve as a liaison between the HHS Partnership Center and the Leadership Council for Healthy 
Communities to disseminate information and resources in an effort to reach out to faith based 
communities concerning health and wellness.  A temporary full-time staff position is recommended to 
accomplish this task.  The DC DOH staff person will provide technical support services to increase the 
participation of faith-based organizations in health and wellness initiatives.  In doing so, the DC DOH 
staff will work closely with the HHS Partnership Center to extend their goals and resources to the DC 
faith based community.  The DC DOH staff person will extend information, resources and technical 
assistance to the Leadership Council for Healthy Communities.  The Leadership Council for Healthy 
Communities will then disseminate this information to faith based organizations in an effort to 
implement health promotion initiatives.  The Council will support the health and wellness changes at 
specific faith based organizations using faith guidance and encouragement as well as health resources 
from DC DOH.  Each interested faith based organization will be encouraged to appoint a health ministry 
leader who will be in charge of organizing and implementing the wellness activities for his/her faith 
community.  Health ministry leaders will develop wellness policies that best fit their faith community’s 
needs and assets.  
 
Faith based organizations will benefit from technical assistance and training initially, and as they acquire 
the appropriate knowledge and capacity they will be able to sustain their wellness initiatives on their 
own.  Faith based organizations will benefit Faith based organizations as well as the Leadership Council 
for Healthy Communities will utilize the DC Faith based Wellness website clearinghouse as a 
comprehensive and sustainable source of health and wellness information and resources.  The website 
will help to coordinate wellness efforts among organizations and communities to aid in building 
partnerships and prevent duplication of efforts.  Faith based organizations will benefit from developing 
partnerships with outside organizations for technical assistance and capacity building.  In an effort to 
build the capacity of the faith based organizations to write and compete for grants, partnerships with 
the DC government Office of Partnership and Grant Services as well as the Foundation Center of DC will 
be beneficial.  Faith based organizations will be encouraged to partner with the University of the District 
of Columbia Cooperative Extension for training of lay educators on topics of nutrition and health.  This 
will allow lay educators to implement programming to improve the dietary and fitness habits within 
their faith community. 
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Faith based organizations will develop a wellness policy, using recommended components informed by 
evidence based strategies, to promote healthy eating and physical activity.  It is important to combine 
education, social support and environmental change to ensure effective behavior change and positive 
health outcomes (10,13,14).  Each wellness policy will be tailored to the faith community’s specific 
needs.  The faith based community will have ownership of their wellness policy as well as support from 
trusted faith leadership.  Faith based organizations will be encouraged to train and utilize lay educators 
and counselors from the faith community to facilitate wellness activities as this has been effective in 
numerous other faith based wellness initiatives (3, 11, 27, 28, 30).  It is essential to leverage the existing 
environment of social support in faith communities which is effective in encouraging healthy behavior 
change (10,11).  Increasing access and availability of healthy foods within the faith community combined 
with increasing individual knowledge about healthy eating and cooking, encourages individuals to make 
healthy choices (10,11).  Similarly, efforts to increase physical activity are most effective when 




The District of Columbia faces significant health disparities among low-resource communities.  The 
proposed multi-faceted initiative will improve health outcomes among these low-resource communities 
by engaging faith based organizations in neighborhoods at highest risk of obesity and chronic diseases.  
The proposed initiative will increase healthy eating and physical activity by connecting communities in 
need with available resources.  The initiative will build capacity and empower faith based organizations 
to sustain wellness programs on their own which will create a culture of wellness throughout the District 
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